[
HNE

HEALTH NEW ENGLAND  hnewhizkidz.com - hne.com

One Monarch Place « Suite 1500
Springfield, MA 01144-1500

Phone 413-787-4000 + 800-842-4464 . Enrollment Fax - 413-233-2635

ENROLLMENT/ADD/TERMINATION FORM

PLEASE COMPLETE ALL INFORMATION
£ [ EMPLOYES NAVE st oo, o GROUP/COMPANY NAME OPTION HAVE YOU EVER BEEN A MEMBER OF HEALTH NEW ENGLAND? QYes QNo
m IFYES, PLEASE LIST FORMER NAME (if applicable)
m PCP FIRST & LAST NAME (does nor apply to PPO) PCP PROVIDER ID# (Gund in the provider directory) | 18 THIS YOUR DOCTOR Now? | AND FORMER IDENTIFICATION NUMBER
QYes ONo WILL YOU OR ANY MEMBER OF YOUR FAMILY BE COVERED THROUGH ANOTHER HEALTH INSURANCE? 1) YES anNo
Ssi bos MONTH bav vean GENDER SUBSCRIBER'S NAME DATE OF BIRTH POLICY #
- - JMALE U FEMALE | \AME OF INSURANCE CO, EFFECTIVE DATE:
ADDRESS APT.NO, STREET PO BOX
NAMES OF COVERED INDIVIDUALS
P STATE ZIP COUNTY 1S EMPLOYEE RETIRED? Q YES (provide copy of Medicare card) QINO
ARE YOU OR ANY OF YOUR DEPENDENTS COVERED BY MEDICARE? JYES QanNo
TELEPHONE (HOME) TELEPHONE (WORK) IFYES, Q PARTA Q PARTB O BOTH  IFYES, A COPY OF YOUR MEDICARE CARD(S) MUST BE ATTACHED,
( ) ( ) DO YOU CERTIFY THAT ALL INFORMATION ON THIS FORM IS CORRECT AND COMPLETE? Q YES QnNo
MARITAL STATUS Q SINGLE Q ,;mm_mc Q DIVORCED Q OTHER
£ .
o
o
w
M 3 Spouse 3 Other .
Y | N
Q.
Dependent
- - M| F - - Y I N
Dependent
- - M| F - - Y | N
Dependent .
- - M| F - - Y | N
Dependent
- - M F - - Y N
FOR DEPENDENT(S) AGED 21-26, | ATTEST TO THE FOLLOWING: {DEPENDENT ELIGIBILITY RULES MAY VARY FOR SELF-FUNDED PLANS,)

N, HNE AND ANY HEALTH CARE PROVIDER MAY RECEIVE, USE
AND DISCLOSE MY MEDICAL INFORMATION FOR TREATMENT, PAYMENT, HEALTH CARE OPERATIONS, AND ANY AND ALL OTHER
USES ALLOWED BY LAW. | HAVE READ AND UNDERSTAND THE TERMS OF ERROLLMENT N THE BACK OF THIS FORM. | CERTIFY

DEPENDENT NAME(S) HE/SHE IS A FWILL CLAIM HIMMHER AS A DEPENDENT IF NO, THE LAST YEAR | CLAIMED HIMHER
FULL-TIME FOR IRS TAX PURPOSES IN THE CURRENT AS A DEPENDENT FOR IRS TAX PURFOSES
STUDENT? CALENDAR YEAR, WAS IN CALENDAR YEAR:
1 YES UNO | O YES ONO
U YES UNO | D YES QNO

ORRECT AND COMPLETE TO THE BEST OF MY KNOWLEDGE.

DATE

Q TERMI

NATE DEPE

'OTERMINATION OF POLICY  ENDDATE._ .
REASON - o i ! :

:|* D LEFT EMPLOYMENT |
*|* O VOLUNTARY CANCELLATION
Q. MOVED FROM SERVIGE AREA

0 NOLONGER ELIGIBLE
() DECEASED -

TYPE OF PLAN: O HMO

“DATE OF HIRE: |

- EMPLOYER SIGNATURE:

DATE:

08366LE/DECO6/IKON
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